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REFERRAL F OR LONG TERM CARE 




ervices Requestecfc ( } Home Care ( ) Medical Day Care ( ) Nursing Home 

( } Community Residence Faciffty ( } fCF/MR 



Date of Referral 



IP " m M l 



amc of 

ident: 



idress: 




^/'^/'/ /Birth 

D,O.B, PJa 




Marital Status 




TeliNo,: 




Number Street City Scaca 

} Own Home ( ) Atone C^WiCh Others p^^UpsfB^rntrsFrts^ntL) ^^r^^j^Eoms^i 



^onsiblc Person; 



.*? 



Qwiooweo Q- 01 VOICED 

( ) Private Home 
( ) CRF 



It of Kin; 



*• 



:omc 



Sou 





TeL No. 





TeiNo 



rce: 



:ial Security No.: v^ X X "^ 




y.-^^ 



Heakh Insurance 



Medicare No, 




dicaid No, 



$pi£al: 




^T A: (Home Care to Complete} 



TTe Care No,: 



_ Admitted: ( ) Yes 



Nursino[ Services 



horized Signature 



( ) Personal Care Services 



) Medical SerTice$ 



Dare: 




ician's Name 



Nurse's Name 



B: (Cencrai Referral Bureati to Complete) 



:i of Care 



Professional Kunmg and Health Seryfces Rec^uired 



'V > 



.0 rized S ! gu a tur e : 



inenb; 



¥'^mi 



i C: (Receiving Facility Completes) 






lent Starting Date Requested: 

turc: /^r/ y" C -TT^/W^f^/^ 






Days Assi 




Social Worker's Name 



Rehabilitation Potential 
New Diagnosis 
New Surgery 



■ * 



/J'-cfiiCO 



2C 
3( 



) Yes 
)Ya 



Facility Name: , 



Title: 





/ ] X^^^ Dare: 
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Department of Human Services 



r^ - 



Prcailmisstoil Screenmg/AhntiaJ Resident Review (p ASARR) 

for Mental Illness md Mental Rctaidation 



) 



Date 



Name of Pari 



Date of Birth: Jr-^^/ 




■ ^Jr-/^- 





Maitiat^ 



Female Q 



Home Address: ^ 




Medicaid No. ■ 7/0 /^/¥%^ 




Cunem Location: /^J/yy? 

Contact Peisofl: 
Telephone No.: 

Part A Cvmluattv« Cnteria 

For Meotal lUaess 



1, 




\% of mental illness? (See attached defmitioo sheet) 

No 




2- 



Does the individual have a 
Yes □ (Diagnosis) 

Has the person had any recfm (withm the last two years) history of mental illnei^^ or has a major 
tranquilizer been prescrfl>ed on a regular basis in the absefice of a justifiabk 

disorder? Yes □ No (^ 



ne 




S 



Istb 



any pTtseming evidence of mental lEbess (except primary diagnosis of Alzheimer's 
Or dementJA) includiilg possible disturbances in orientation, affect, or mood? 



Yes □ No 




For Mental Retardatioii or Rdated CuBditkm 



L 



2. 



3, 



4 



Does the individual have a diagnosis of mental retardation or related cmdltioiis? (See aoached 
definition sheet) Yes QNo 




Is there any history of mental retardation or developmental disabiliQr in the identified 
individual's past? Yes Q No 




Is diere any pfesenting evidence (co^ittive or behavior fiinctions) rfiai may indicate the i>crson 
has mental reiardation or developmental disability? Yes Q Nq 

(or other 




Was die (KTSoa referred by an agency that serves persons with mental 
developmental disabilipesX and deemed eligible for that agency's services? 
Yes Q Nojad 




- J ■ 

^f^dtrs/dcmofiiddc/gosflir. doc 



Auf-1 5-2000 ]^:]s frofR-mmmk fOUNDAT 



wj-— 1 .^ i-L ■^ - : • - 



'■T^i 



^' 







\ 
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If my answer to Part A h ''Yes" complete Pan B. 

If all the ansvvers in Part A are "No", do not completed Part B, 



■,^:- .- ' -^2*1^ j^fr=."L:>u^4twiai£flHI|^AaiHBH|^B^H^^Hv^*«BpdMlll^A^H^kM^^^^^^VIii^p 



^'•:*-- . ,. ■ ^— <=K.-*^ — ~- --^.^..- ^. 



Parte 



Part B CoadUtOfi For Exemption 

" Check (X) i f miy of ih e fo llo wmg -exemptmgrond irron^ ^ppiy : — - — — ~ 

Convalescent care needed; being discharged from an acute care hospital and admitted to the- 

nursing facility as part of a medically prescribed period of recovery; is not a danger to self 
or others and nursing facility stay is not to exceed J 20 days, 

Terminally ill, as certified by a physician with a life expectancy of six months or less, and is 

not a danger to self or others. 

Severely ill; comatose, ventilator dependent, functions at the brain stem level, or has a 

diagnosis of: Chronic Obstructive Pulmonary Disease, Severe Parkinson's Disease, 
H«ntingston*s DiscBSG, Amyorrophic Lateral Sclerosis, Congestive Heart Failure, or other 
severe similar diagnosis; 
Specify diagnosis: . . 



^tt^mimmmi^mm 




Level of Care: 




Appropriate for Nursing Facih'ty placement, has primary diagnosis of dementia (including 
Alzheimer's disease or related disorder) based on a neurological examination* 

Appropriate for Nursing Facility placement, no evidence of MI/MR 

■a 

Appropriate for Nursing Facility placement, evidence of MI/MR with exempting condition 
present. 

Evidence of MI with no exempting condition; referred to Commission on Mental Health 
Services. Date: 



''^^-■^^^^^^*i^«-«^M>i*««M>WI^^^^W^HBBl^MVH|BIBK.^Baa«»^Mll 



Evidence of MR with no exempting conditions: referred to Mental Retardation/Development 
Disabilities Administration, 



Date: t<P J^ / <~-^ ^ ^^ 



»^i^iB^ri^^^^^^i^^Mi«VM*aM^HVW 



Signature 




™^= -^^ 




■ iwn..^.ii t^^t^m^^^ttmmm^r^i^tf^^^mmit^^^t^mm^m^^^^^^^fp^^>mmmmmmt^t^^^ 



Part D. (Referral Source or Nursing Facility to complete for Non-Medicaid Only) 

Appropriate for Nursing Facility placement, has primary diagnosis of dementia (including 

Alzheimer's disease or related disorder) based on a neurological examination. 



^^mia^^r^ 




Appropriate for Nursing Facility placement, no evidence of MI/MR 
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Appropriate for Nursing Facility placement, evidence of MI/MR with exempting condition 



rit*^B^k^dBfe^H^Bk^^H«^Hi 



present. 

Evidence of MI with no exempting condition; referred to Commission on Mental Health 
Services. Date: _^^^„___ „ 



'^^ 



Signature 



NOTE; 



Evidence of MR with no exempting conditions: referred to Meqtal Retardation/Development 
Disabilities Administration. 



Date: ^/f - /6- 





This form must be comptetM for all ^plicants in nursing facilities d^t participate in 
the DC Medicaid Program. 



) 



■>' 



% 7- 



